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1. The histological ﬁndings in the surgicalmaterial
show the presence of acute and chronic inﬂamma-
tion with ﬁbrosis and granulation. They involve all
layers of the intestinalwallwith lymphoidnodules,
many macrophages and granuloma formation.
Some granular structures are identiﬁed in the
appendicular wall. All the ﬁndings are very sug-
gestive of actinomycosis.
2. The term ‘actinomycosis’ is derived from the
greekwords aktino, which refers to the ray shape of
the organism, and mykes, which erroneously des-
ignates the infection as fungal [1]. Actinomycosis is
a chronic suppurative disease which is often asso-
ciated with draining sinuses. The exudate contains
characteristic sulfur granules, which appear as
small, sand-like grains. The infection spreads
and destroys tissue by local extension and, less
frequently, by hematogenous dissemination.
Actinomyces are anaerobic, Gram-positive, ﬁla-
mentous bacteria. They are 1 mm in diameter and
demonstrate true branching. They are obligate
anaerobes and grow slowly. In culture, their pig-
mentation and morphology vary according to the
species. They tend to be commensal saprophytes
and are members of the normal ﬂora of the intest-
inal tract and vagina [2]. Rarely, they can behave as
opportunists in the presence of leukemia, tumors,
renal failure, or acquired immune deﬁciency
syndrome.
The disease is usually caused by Actinomyces
israelii (78%), but can also be produced by other
micro-organisms, including A. naeslundii, A. visco-
sus, A. odontolyticus, A. meyeri and Propionibacter-
ium propionica.
The evolution is as a suppurative chronic illness,
which progressively destroys the infected tissues
by local spread, with characteristic formation of
ﬁstulous paths with frequent exit to the outside.
The human infection is chronic and progressive,
and the spectrum of associated clinical ﬁndings
depends on the organ system involved. In approxi-
mately 50% of the cases the infection is cervicofa-
cial, in 15% thoracic and only in 2% is it abdominal
[3,4].
3. The abdominal presentation frequently affects
the ileocecal area, and is frequentlydiagnosed, as in
our case, after laparotomy carried out because of a
clinical suspicion of acute appendicitis or diverti-
culitis, ulcerated neoplasms, intestinal obstruction,
etc. Eventually, ﬁstulas can appear in the abdom-
inal wall as well as spiking fever, weight loss,
abdominal colic and vomiting. Portal dissemina-
tion can produce jaundice with or without painful
liver enlargement. It can also involve the urinary
tract, pelvic organs, or vertebral bodies. Gynaeco-
logical infection is related to intrauterine devices,
and anorectal involvement with draining sinus
tracts has been described [5–10].
4. The treatment usually consists of a combination
of surgical resection and antibiotic administration,
which results in cure in most patients. In our case
the postoperative course was satisfactory. Our
patient received intravenous amoxycillin (4 g/
24 h) for a month, followed by oral administration
(2.5 g/24 h) for another 8weeks. The patient
remains asymptomatic 6months after the conclu-
sion of antibiotic treatment.
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